In this paper we describe the objectives of teaching medical ethics to undergraduates and the teaching methods used. We describe a workshop used in the University of Liverpool Department ofPsychiatry, designed to enhance ethical sensitivity in psychiatry.
Introduction
In 1986 the British Medical Association called for all medical schools to include medical ethics in undergraduate courses (1) . A report of a working party chaired by Pond suggested guidelines to medical schools concerning the teaching, design and objectives of medical ethics (2) . Assumptions that 'higher moral reasoning' is a desirable quality in doctors have been underlined by work such as that of Sheehan and colleagues, which demonstrated a positive association between moral reasoning ability and good clinical performance as a clinician (3) .
Reasoning can only begin as a cognitive process once a problem has been identified. There must be a sensitivity to ethical issues before moral reasoning or reflection can occur. It is a matter of concern that there is evidence that ethical sensitivity may actually diminish over the course of medical training (4) .
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Fourth-year medical students were found to identify fewer ethical issues in case vignettes than students entering medical school. Authors describe how student doctors enter medical school with high ideals, and how their idealised picture of life fails to survive. Reconstruction of this picture must occur, to allow absorption of large amounts of factual information in limited time and also to protect themselves from psychological pain and distress (5) . Any attempt to affect ethical reasoning must address the issues of reduced sensitivity, time constraints and the psychological defence mechanisms often used by students and doctors to minimise their own discomfort.
In deciding their behaviour doctors automatically or unconsciously heed their own needs or best interests. The part that these interests play should be recognised. To deny self-interest is, possibly, to lose control of its effects in determining behaviour. We include this aspect in our teaching, asking students to be aware of direct self-interests, for example financial or sexual interests and also indirect self-interests such as the reduction of their own anxiety as doctors, associated with one course of management rather than another.
Teaching methods traditionally used for promoting ethical thinking and 'moral reasoning' for undergraduates and postgraduates have included lectures, ethics case conferences, discussions of films and other techniques (6, 7) . Ethics is sometimes incorrectly seen as a 'soft' subject by students, since it is qualitatively different from fact-filled subjects and perceived by them as initially unfitted to objective examination techniques. However, some medical schools incorporate ethics examinations in Objective Structured Clinical Exam (OSCE) type settings (8) and other teaching methods challenge the notion that ethics is in any way a 'soft' subject (9). Since we felt that ethics did not lend itself well to the lecture format and since we were hoping to place some emphasis on the exploration of attitudes and perhaps even change those attitudes, we chose to use an interactive format rather than a didactic lecture. Such relatively innovative techniques often help engage interest (10) .
We designed the teaching around the ethical domains of autonomy, beneficence, justice and non-maleficence (11 The most important things that they learn are given as 'the complexity of ethics'; 'the many possible responses that you could make in difficult situations'; 'how much people's solutions differ'; 'the importance of checking things with your colleagues'; 'that we must consider ethical matters all the time'; and 'the dangers of private medicine and putting doctors' financial interests before the interests of patients'.
Improvements that are suggested include a refreshment break, requests to see all of the video programmes in their entirety and requests for precise definitions of terms like ethics, autonomy, consent, negligence and duty.
We have begun a systematic assessment of the course by assessing students' ethical sensitivity before and immediately after the course. The Toronto Ethical Sensitivity Instrument was given to 33 students at the very beginning of their psychiatry lecture block and again four days later at the end of the ethics workshop. A control group of 33 final-year students from the next series of students taking the same course six weeks later was also given the instrument at the beginning and end of their psychiatry lecture block. Instead of the ethics workshop a 'neutral' workshop on stress management was given to the control group. Thus we were able to assess the immediate impact of the workshop since both groups had similar medical student experience, had both sat through the same lecture series on psychiatry and differed only in terms of participation in the ethics workshop. The Ethical Sensitivity Instrument presents students with four vignettes and asks them to identify the ethical issues present in each. The written information from each student can be marked according to a 'gold standard' as to whether certain key issues have been picked up. The instrument was rated independently by the three authors who were blind to the identity of the students, their sex, whether the instruments being rated were preor post-course, and which course (with or without the ethical workshop) the instrument came from. Ratings were logged on special forms and only later decoded as to identity.
RESULTS
The correlation between the three raters' overall ratings was 0 70. Immediately after the ethical workshop there was a significant increase in the students' ethical sensitivity. The mean ethical sensitivity score before the course was 7-36 and after, 9 90; one-tailed Student t test (p=less than or equal to 0 002). There was no significant difference in ethical sensitivity ratings over the four days of the psychiatry course without the ethical workshop (mean score pre course=7-09 and mean score post course 7-39, one-tailed Student t test p=less than or equal to 0 33). There was no significant difference in the ethical sensitivity between men and women in any of the groups.
Conclusion
It seems that the Liverpool ethics workshop in psychiatry is subjectively appreciated by our students who appreciate its use of history, video images and group discussions. Objectively it appears to raise immediate ethical sensitivity, but we do not know whether this effect persists, and if so for how long. There are very few unflawed studies of the effects of ethics teaching (7) . We hope to perform further prospective studies to investigate whether such a workshop changes ethical sensitivity and reasoning in the short and long-term. Confidentiality You are a general practitioner. A 24-year-old man has been coming to see you 'in confidence' for puzzlingly trivial minor complaints. Now he tells you that he has been unsure of whether to tell you something he has been ashamed of all his life. Can you promise that you will treat it in absolute confidence?
You reassure him that you will treat his remarks confidentially. He tells you that he was sexually abused by his father until the age of 17. As a consequence he is worried about his own sexuality. However, whilst he is talking you realise with some discomfort that his 13-year-old brother is now being abused by the father. What 
